2·D to 3·D conversion: The future of medical imaging
Advances in computer software technology have spurred the creation of numerous devices with a myriad of capabilities. None is more striking than the progress in rendering images on monitors and video sources, especially in 3-D representations.
3-D advanced converter cutting-edge technology is a major breakthrough in this rapidly burgeoning field. 2-D to 3-D conversion is a mainstay of today's film industry. Hardly a major project is completed that does not undergo a 3-D conversion process for insertion into the public domain. While these activities yield remarkable 3-D visualization, they are constrained by the time involved in the process.
Engineering manipulations to create the 3-D effect can take months to perform, as the procedure requires a frame-by-frame transformation. Advanced 3-D conversion software development overcomes this limitation. Highly advanced and encrypted algorithms have been devised to allow the 2-D to 3-D conversion in high definition with medical-grade quality and accuracy in real time with no lag.
This technology is the present state of the art in visual effects. It merely requires the input of any digital source of 720 pixels or greater to allow the software to engage effectively. Today's electronic market manufactures Virtually all units at this threshold or beyond. This capability allows for conversion of virtually any input that can be digitally infused. Images derived from laptops, pictorial representations, videos, and direct camera renderings of surgical procedures can all be easily converted into 3-D. In otolaryngology, this would include images from functional endoscopic sinus surgery procedures, laryngoscopies, strobe analysis, ear surgeries, and other procedures.
Beyond this, an otolaryngologist in his/her office can record surgical or diagnostic procedures in 2-D and perform post-analysis in 3-D visualizations. Even computed tomography and magnetic resonance images are currently being studied for the feasibility of their manipulation under this conversion system. Some major companies have developed dual-lens system devices. Their basic mechanism requires a mandatory apparatus with two lenses for stereopsis. Such a construct may allow 3-D images to be formatted, but nothing more. The equipment must be large enough to accommodate a double amount oflensing hardware. Small-bore or any single-lens source simply cannot be utilized, and there is no capacity to modify digital sources for 3-D visual effects on any dual-lens system. Moreover, such units require dedicated equipment and specific endoscopic and camera systems, which make the cost prohibitive for the average practitioner.
Several units on the market can yield 3-D imaging, but the author has founded a company that developed a more versatile advanced system for 2-D to 3-D rendering, offering advantageous parameters beyond those of present-day systems. The new system appears to have unique benefits, such as extreme independence from external influences and an unparalleled adaptability to a wide array of interfaces. In this regard, the new computer system technology ENT-Ear, Nose & Throat Journal-December 2017 GUESTEDITORIAL functions with virtually all existing endoscopes, cameras, and digital sources.
There is growing research support for the use of 3-D technology for surgical, educational, and medical office activities. Studies have shown that in the performance of minimally invasive procedures, accuracy and two-point discrimination are greatly enhanced by 3-D representations. As such, surgical procedures and endoscopies with 3-D systems contribute to better task performance, speed, and accuracy.
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INDICATIONS AND USAGE
Cocaine hydrochloride topical solution is Indicated forthe introduction of local (topical) anesthesia ofaccessible mucous membranes ofthe oral, laryngeal and nasal cavities.
CONTRAINDICATIONS
Cocaine hydrochloride is contraindicated Inpatients with a known history of hypersensitivity to the drug ortothe components ofthe topical solution.
WARNINGS RESUSCITATIVE EQUIPMENT AND DRUGS SHOULD BE IMMEDIATELY AVAILABLE WHEN ANY LOCAL ANESTHETIC ISUSED.
Carcinogenesis, Mutagenesis Long-term studies to determine the carcinogenic and mutagenic potential 01 cocaine are notavailable.
Pregnancy

Teratogenic Effects-Pregnancy Category C:
Animal reproduction studies have not been conducted with cocaine. It isalso not known whether cocaine can cause fetal harm when administered to a pregnant woman or can affect reproduction capacity. Cocaine should be given to a pregnant woman only if needed.
PRECAUTIONS
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Cocaine is pyrogenic, augmenting heat production in stimulating muscular activity and causing vasoconstriction which decreases heat loss. Cocaine is known to interfere with the uptake of norepinephrine byadrenergic nerve terminals, producing sensitization to catecholamines, causing vasoconstriction and mydriasis. Cocaine causes sloughing ofthe corneal epithelium, causing clOUding, pitting, and occasionally ulceration ofthe cornea. The drug Isnotmeant forophthalmic use.
OVERDOSAGE
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DOSAGE AND ADMINISTRATION
The dosage varies and depends upon the area to be anesthetized, vascularity ofthe tissues, Individual tolerance, and the technique ofanesthesia. The lowest dosage needed to provide effective anesthesia should be administered. Dosages should be reduced forchildren and forelderly and debilitated patients. Cocaine hydrochloride topical solution should be administered using cotton or rayon pledgets. 
